Introduction
In Thailand, human immunodeficiency virus (HIV) infection, once an acute fatal illness, is transitioning into a chronic illness as more treatment options are becoming available (Barlett, Cheever, Johnson, & Paauw, 2004; Carpenter et al., 1998; Ivers, Kendrick, & Doucette, 2005; Siegel & Lekas, 2002; Vijayaraghavan et al., 2007; Valdiserri, Holtgrave, & West et al., 1999) . As a result, growing numbers of children in Thailand are living longer with an infected parent. Various factors from parents living with HIV (PLH) may influence the well-being of HIV-affected children (those whose parents are infected with HIV).
Much of the strong evidence on psychosocial vulnerabilities of the HIV-affected children comes from low prevalence, Western, industrialized countries (Franco et al., 2009 ), suggesting that HIV-affected children face multiple stressors, including anxiety disorders; emotional distress; behavioral problems; and feelings of shame, worry, and stress (Brandt, 2005; Hough, Brumitt, Templin, Saltz, & Mood, 2003; Jianhua, Chun, & Kangmai, 2006; Lester et al., 2006; Loudon, Bhaskar, & Bhutia, 2007; Murphy, Greenwell, Mouttapa, Brecht, & Schuster, 2006; Murphy, Marelich, & Amaro, 2009; Nö stlinger, Bartoli, Gordillo, Roberfroid, & Colebunders, 2006; Pelton & Forehand, 2005) . HIV-affected children may also deal with parental depression (Ciesla & Roberts) , putting them at greater risk of disruptive behavioral disorders (Pilowsky, Zybert, Hsieh, Vlahove, & Susser, 2003) .
Recently, emotional intelligence has been increasingly receiving attention as a crucial factor for predicting child's behaviors (Petrides, Frederickson, & Furnham, 2004) . Emotional intelligence is defined as an ability to regulate emotion related to problemsolving and is divided into four levels: emotional perception, emotional facilitation, emotional understanding, and emotional management (Mayer, Caruso, & Salovey, 1999) . Emotional intelligence has been found to influence important life outcomes as emotional well-being (Baron & Parker, 2000) , academic achievement (Schutte et al., 1998) , success in life (Goleman, 1996) , general positive outcomes (Mayer & Salovey, 1997) , better emotional regulation, higher life satisfaction, and less stress (Ciesla & Roberts, 2001; Gannon & Ranzijn, 2005) .
One of the key factors influencing children's emotional development is parenting styles. Past studies suggest that parenting styles influence children's self-control (Baumrind, 1995) , stress (Ridhitrairatana, 2001) , sociability (van den Boom, 1994), social competence (Kuczynski & Kochanska, 1995) , conduct problems (Webster-Stratton, 1998), optimism (Hasan & Power, 2002) , self-esteem (Poomsawat, 1996) , peer competence (Pearson & Rao, 2003) , and coping strategies (Meesters & Muris, 2004) . For studies on HIV-affected children, past studies provided moderate evidence that HIV-affected children receive lower levels of affection and protective support from their parents (Brandt, 2005) .
Despite the extensive research on parenting styles, no studies exist to investigate their relation to HIVaffected children's emotional intelligence. The goal of this study is to examine the relationship between HIV-affected children's emotional intelligence, their perception of parenting styles, and other child factors such as self-esteem and stress. For this study, three factors were selected to be tested for their effect on emotional intelligence of HIV-affected children in Thailand. These were children's perception of parenting styles, children's everyday stressors, and selfesteem. Two parental factors assessed from parents that may influence HIV-affected children were considered in this study. They were parental depression and parental happiness.
The hypothesized path model of predictors of emotional intelligence of HIV-affected children is presented in Figure 1 . It is hypothesized that children's everyday stressors and self-esteem will be significantly associated with their perception of their HIV-infected parent's parenting styles, which in turn will have significant association with children's emotional intelligence. It is also hypothesized that parental depression and happiness will be significantly associated with children's perception of parenting styles, which in turn will influence their children's emotional intelligence.
Methods

Participants and setting
This study uses data from a randomized controlled family intervention trial in Thailand (Li et al., 2010 (Li et al., , 2012 . Initial screenings of children of PLH were conducted in the district hospitals by healthcare workers and research staff. Following informed consent and parental assent, a trained interviewer administered the assessment to children aged 12Á17 using Computer Assisted Personal Interview (CAPI).
Children were asked about their demographics, including gender and age. Children were asked about their perception of their parents' parenting styles, their level of stress, their self-esteem, and their emotional intelligence. A total of 205 children aged 12Á17 were included in this study. We extracted parental depression and happiness data from HIVinfected parents of the 205 children, assessed in the original family intervention trial (Li et al., 2010 (Li et al., , 2012 .
Approval of this study was obtained from Institutional Review Boards from the University of California at Los Angeles, and the Thailand Ministry of Public Health Ethical Review Committee for Research in Human Subjects. All participants received 300 Baht (equivalent to $10) for their assessment participation.
Measures
Emotional intelligence for HIV-affected children was assessed with the Thai Emotional Quotient (EQ) Test (Thai Bureau of Mental Health Technical Development, 2003) , consisting of 36 items, resulting in a summative EQ scale that captured the following dimensions: satisfaction, empathy, relationship, emotional regulation, self-control, and responsibility. In this study, higher EQ reflected higher emotional intelligence. The summative score had a satisfactory internal consistency for our sample (Cronbach's a00.84).
Children's perception of parenting styles were measured using the parental bonding instrument (PBI; Parker, Tupling, & Brown, 1979) . The PBI is a 25-item questionnaire that assesses two dimensions of perceived parental bonding: care (12 items) and AIDS Care 1537 overprotection (13 items). Each item is rated on a 4-point scale ranging from 0 (very unlikely) to 3 (very likely). Among the 25 items, there are six negative items on each dimension, whose scores are reversed and added to those of the others forming a summary score ranging from 0 to 36 for the care dimension and 0Á39 for the overprotection dimension. The alpha coefficient of the PBI in this sample of HIV-affected children was 0.77 for the care dimension and 0.72 for the overprotection dimension. Everyday stressors for children were measured using the everyday stressors index adolescent (ESI-A) version. The ESI-A is a 26-item scale that assesses common problems faced on a daily basis by adolescents in school. The scale consists of seven items that measure family problems, nine items that measure problems with friends, including boy (girl) friends, and nine items that measure problems with school and study. Children are asked to rate how each problem worries, upsets, or bothers them from dayto-day on a 4-point scale ranging from 0 (not at all) to 3 (bothered a great deal). A summary score is computed; the higher the score, the more stress they experience. Cronbach's alphas for the original ESI ranged from 0.81 to 0.86 (Hall, Gurley, Sachs, & Kryscio, 1991; Hall, Williams, & Greenberg, 1985; Peden, Rayens, Hall, & Grant, 2004) . The Cronbach's alpha in our adolescent sample was 0.80.
Self-esteem for children was measured using the 10-item Rosenberg self-esteem (RSE) scale (Rosenberg, 1965) . The RSE consists of five negative items and five positive items. Participants are asked to rate each item on a 4-point scale ranging from 1 (strongly disagree) to 4 (strongly agree). The scores of the five negative items are reversed and summed with five positive items, forming a summary score ranging from 10 to 40. The alpha coefficient of the RSE in an adolescent sample was 0.86 (Hudson, Elek, & Campbell-Grossman, 2000) . The Cronbach's alpha in our adolescent sample was 0.82.
Parental depression was assessed from children's HIV-infected parents with a 15-item depressive symptomatology screening test that was developed and used previously in Thailand (Thai Department of Mental Health, 2004a). These questions were asked about problems that had bothered participants in the past week (e.g., feeling depressed most of the time; feelings of hopelessness or worthlessness; loss of selfconfidence), with response categories from 0 (not at all) to 3 (usually [5Á7 days a week]). A summative composite scale was developed, with a range 0Á45 and an excellent internal consistency (Cronbach's a 00.91).
Parental happiness was assessed from children's HIV-infected parents with the Thai Happiness Indicator, a 15-item scale to measure the level of happiness (Thai Department of Mental Health, 2001) , with response categories from 0 (not at all) to 3 (extremely). A summative composite scale was developed, with a range 0Á45 and satisfactory internal consistency (Cronbach's a 00.77).
Data analysis
All analyses were performed using SAS statistical software version 9.2 (SAS Institute, Inc., Cary, NC). Descriptive statistics were used to describe HIVaffected children's profile of their perception of parenting styles, stress, self-esteem, and emotional intelligence, as well as parental depressive symptoms and happiness. Pearson correlation coefficients were generated to examine the relationships between the emotional intelligence, perception of parenting styles, stress, self-esteem, and parental depressive symptoms, and happiness. Multiple regression models were performed with the two domains of parenting styles (caring and overprotection) as the outcomes and children's stress, self-esteem, parental depressive symptoms and happiness as potential correlates. Next, a final multiple regression model was performed with emotional intelligence as the main outcome and the parenting style as the predictor. Standardized betas from multiple regression estimation and their significance levels (p-values) are reported.
Results
Table 1 outlines the profiles of HIV-affected children. Over half of the children aged 12Á17 were female (55%) with a mean age of 13.7 (standard deviation [SD] 01.53). All the measures used in our study had satisfactory internal consistency. Some of the characteristics of HIV-affected children in our sample were comparable to Thai children in the general population. For example, the emotional intelligence, measured by the Thai EQ was 89.6 (SD 012.35), and this score represented ''average'' category for Thai children (Thai Department of Mental Health, 2004b) . In addition, the mean score of everyday stress index score of 11.2 (SD06.77) represented ''moderate'' stress (Thai Department of Mental Health, 2009). Self-esteem score of 17.4 (SD 02.31) fell within the normal range between 15 and 25 (Rosenberg, 1965) . Other characteristics, however, were poorer, compared to Thai children in the general population. For instance, the care dimension of the parental bonding index was 26.5 (SD 05.08), representing ''poor'' category, as defined by the caring cut-off score of 27.0 (Parker et al., 1979) . Similarly, the overprotection dimension score of 17.1 (SD04.51) reflected ''overly protective'' category, as defined by the overprotection cut-off score of 13.5 (Parker et al., 1979; Parker, 1983) . The mean scores of parental happiness and depression were 26.3 (SD 05.56) and 12.6 (SD0 8.50), respectively. The depression score for PLH in our sample fell in the ''moderate'' category (Thai Department of Mental Health, 2004b), and the parental happiness score fell in the ''poor'' category (Thai Department of Mental Health, 2001) .
The bivariate correlations between emotional intelligence, parenting styles, stress, self-esteem, parental depression, and parental happiness among HIV-affected children are presented in Table 2 . In terms of demographic correlations, significant positive correlations were observed among child's age and emotional intelligence (r00.21, p00.002). This is expected, since there is an evidence to suggest that emotional intelligence gets better with age (Shiota & Levenson, 2009) . Several factors were significantly correlated with children's emotional intelligence. Significant positive correlation was observed between emotional intelligence and caring parenting style (r 00.27, p B0.0001). Conversely, significant negative correlations were observed between emotional intelligence and overprotective parenting style (r0 (0.16, p00.019). These findings are consistent with previous studies examining parenting styles and emotional intelligence (Alegre, 2011) . Consistent with the existing literature (Gannon & Ranzijn, 2005) , emotional intelligence was also positively correlated with children's self-esteem (r00.16, p0 0.021). However, contrary to our hypotheses, we did not find significant correlations between emotional intelligence and parents' depression or happiness. In addition, contrary to existing literature (Ciesla & Roberts, 2001) , we did not find significant correlations between emotional intelligence and stress.
Consistent with previous studies (Poomsawat, 1996; Ridhitrairatana, 2001) , we also observed several factors significantly correlated with parenting styles. Significant positive correlations were observed between caring parenting style and self-esteem (r0 0.27, pB0.0001). Similarly, a significant negative correlation was observed between caring parenting style and children's stress (r0(0.28, pB0.001).
Being female was also positively associated with caring parenting style (r00.16, p00.02). As expected, we found between overprotective parenting style had a significant positive correlation with children's stress (r00.20, pB0.0001) and negative correlation with their self-esteem (r0(0.17, pB 0.05). We also observed significant negative correlations between stress and self-esteem (r0(0.20, p00.004), as well as negative correlation between self-esteem and parental depression (r 0(0.18, p00.011). Table 3 outlines the multiple regression models examining factors associated with parental perception reported by HIV-affected children. We found a significant negative association between children's stress level and their perception of caring parenting style. Consistent with previous studies (Poomsawat, 1996; Ridhitrairatana, 2001) , children reporting Children who scored higher on their self-esteem were also more likely to perceive their parents as more caring (B 00.48, p 00.002). Consistent with bivariate correlations (Table 2) , we found that female children were significantly more likely to perceive their parents to be caring (B 01.51, p00.026).
We observed similar associations between children self-esteem, stress, and overprotective parenting style. Children who scored lower on their self-esteem reported their parents to be more overprotective (B 0(0.30, p 00.030), and children reporting higher levels of stress reported their parents to be more overprotective (B 00.12, p00.010). Children reporting caring parenting style were significantly more likely to report higher emotional intelligence (B0 0.66, p00.001). However, we found no association between children's emotional intelligence and overprotective parenting style. Contrary to our hypotheses, we did not find significant associations between children's emotional intelligence and parental depression or parental happiness.
Discussion
To our knowledge, this is one of the first studies that provided empirical evidence on the important associations between parenting styles and children's stress and self-esteem among HIV-affected children in Thailand. Children who reported low self-esteem were more likely to report less caring parenting styles and more overprotective parenting style. Similarly, children who reported higher stress were more likely to report less caring and more overprotective parenting styles.
We observed a significant association between caring parenting style and higher emotional intelligence.
Our findings support our initial hypothesis that parenting styles will mediate the effects of HIV-affected children's self-esteem and stress on their emotional intelligence. Past studies on emotional intelligence found that children with higher emotional intelligence have better emotional regulation than others, and are more likely to have higher life satisfaction, higher self-esteem, less stress, and general positive outcomes (Ciesla & Roberts, 2001; Gannon & Ranzijn, 2005; Mayer & Salovey, 1997) . Therefore, in addition to addressing the needs of the infected parent, it is critical to address the emotional needs of their children.
Our findings support the notion that parenting styles play an important role on children's self-esteem and stress. This finding is particularly important because it calls for interventions to involve the HIVpositive parent and provide them with effective resources to help them improve their parenting styles. By designing interventions to help PLH with their parenting skills, we can address children's needs such as their level of stress and self-esteem.
As with other studies, several limitations of this study should be noted. First, the findings of this study have limited generalizability. The sample was drawn from HIV-affected families from two provinces and does not represent all HIV-affected children in Thailand. Second, given the cross-sectional nature of the study design, our findings do not support any causal inferences. Third, contrary to our hypotheses, we did not find significant associations between parental depression/happiness and their parenting styles. In addition, parental depression and happiness did not have significant associations with children's emotional intelligence. One plausible explanation could be these children may have access to their other parent and extended family members, and these additional familial relationships could act to mitigate the impact of depression of the infected parents. We also found a significant association between caring parenting style and female children. While there are studies that examined gender differences in the relationships among parenting styles (Barton & Kirtley, 2012) , there is no consensus on why there are such gender differences in the relationships. One plausible explanation for our study could be that mothers interact with their daughters in a more caring manner, compared to their sons. There is some evidence from our data to support this. We had significantly more female PLH (67%), compared to men in our original study (Li et al., 2010) . Therefore, this gender difference observed in our study could be due to the fact that we had more female parents, compared to male parents. Despite these limitations, our findings underscore that parenting styles play an important role in the emotional intelligence of HIV-affected children in Thailand. Identifying and testing interventions to help PLH improve their parenting styles, while helping their HIV-affected children cope with their stress and self-esteem, are essential in promoting mental health of HIV-affected children in Thailand. Interventions aimed at reducing stress and promoting selfesteem, and those that promote positive parental bonding between the child and the parent, especially parental caring, are recommended. Interventions that reduce stress and boost self-esteem for children could be integrated since they both are targeted at the individual child level. Interventions that promote positive parental bonding could be implemented at a family level. Future interventions could target both the parent (e.g., providing parenting skills) and HIV-affected children themselves (e.g., providing emotional regulation skills).
One of the ways in which such interventions could be implemented in Thailand is through healthcare providers. We have used this strategy of involving healthcare providers to assist families living with HIV in northern and northeastern Thailand (Li et al., 2010 (Li et al., , 2012 . The standard of care of providing monthly support groups for PLH in the district hospitals in Thailand facilitates healthcare providers to interact with PLH on a regular basis, and they can play a key role in assisting and supporting PLH with parenting skills. If PLH have disclosed their status to their children, their children could accompany them to the monthly support groups, and children can obtain skills from qualified healthcare providers around emotional regulation.
